To explore the usefulness and implementation of practice standards in community pharmacy practice regarding contemporary core services.
 The procedures for supply of over-the-counter medicine varied between pharmacies; supply was not regarded as a pharmacist's direct role.
 Workflow models and the delegation of tasks need to be re-evaluated in the light of new roles and responsibilities.
 Recording of pharmacist interventions is relatively poor and is not supported by dispensing software programs.
INTRODUCTION
The changes in pharmacy practice in Australia are placing a greater emphasis on the provision of patient care services. [1] Community pharmacy is evolving towards offering a range of specialised services, such as asthma management and diabetes care. [2, 3] Before taking on new services it is, however, crucial that the profession review current core services to ensure that practice processes and procedures are designed to deliver quality pharmaceutical services. To achieve this goal community pharmacists should implement quality assurance and risk management processes. [4] A model that is widely used as an approach for the assessment and evaluation of quality assurance in health care is one designed by Donabedian. [5] This approach assesses quality through the evaluation of A need was therefore identified to research the nature of community pharmacy practices in Australia, the roles of support staff and the ways in which pharmacists identify and manage risk in the context of the changing role of community pharmacy. [17, 18] This study explores the usefulness and implementation of practice standards in community pharmacy practice focusing on core services such as the dispensing of prescriptions and the supply of S2 and S3 medicines, staff utilisation and task delegation, and the recording of interventions.
METHOD
This study utilised a conceptual framework formulated through adopting Donabedian's approach and the Australian/New Zealand Standard on Risk Management to explore community pharmacy practices ( Figure 1 ): the regulatory requirements (structure) were built into an interview guide; through interviews information was obtained about community pharmacy processes and procedures (process); that enabled the identification of pharmacists' perception of potential risks and the management thereof (outcomes). Ethical approval for the study was obtained from the Griffith University Human
Research Ethics Committee.
Semi-structured interviews
A semi-structured interview guide was developed considering the aim of the project, literature findings, [11, 12, 14] peer opinion, an analysis of Queensland pharmacist disciplinary cases, [19] Although there were two more potential participants, the one relocated overseas and the other one continually deferred the interview. These two were not from the semi-rural or warehouse pharmacies and as no more subthemes were identified during the last few interviews the researcher was satisfied that saturation had been reached.
Data analysis
Some analytical techniques were borrowed from the grounded theory approach, whereby a theory is derived that is 'grounded' in the data and emphasises discovery with description and verification as secondary concerns. [23] Inductive analysis and constant comparison of categories and concepts assisted in clarifying the common and distinct themes emerging from the interviews. This is one of the conventions of interpretive research.
As indicated by Patton, it 'depends on methods that take the researcher into and close to the real world so that the results and findings are grounded in the empirical world'. [24] The interviews were transcribed verbatim, and analysed using NVivo 7. The responses were grouped into several themes.
RESULTS
Two core pharmacy services that often require personal discretion and judgement will be discussed, namely dispensing and the supply of OTC medicines. This is followed by an analysis of staff and workforce issues and record keeping practices.
Participant and pharmacy details
Seventeen interviews (26 to 66 minutes in duration, average, 41 minutes)
were conducted. Participants represented a wide range of demographics, experience and pharmacy types. (Table 1) Insert Table 1 here
Community pharmacy practice experience predominated; one participant had extensive hospital pharmacy practice experience. All participants reported involvement with some form of continuous professional development.
Provision of core pharmacy services

Supply of OTC medicines
All of the interview participants expressed confidence in delegating the supply of OTC products to front shop pharmacy support staff:
"They all understand …… the limits of what they can assist with. If the patient hasn't had the product before, if they have used the product and it's not working, if they are on other medications that may potentially interact with what they are requesting or if they have some sort of uncertainty about the condition or about the request they will then actually ask for the pharmacist and they are really quite happy to do that and we encourage that because they are very well trained and they are senior and they will often know the answer to the issue anyway because of their years in pharmacy but they still have a good understanding of when to refer to the pharmacist or request the pharmacist's advice." P10
All participants reported that staff used the PSA What-Stop-Go protocol [20] for providing S2 and S3 medicines as a tool for referring clients to the pharmacist. This protocol includes essential elements that should be covered to assist staff in gaining information regarding the appropriateness of the request and when to refer the client to a pharmacist. Five participants reported that staff also used other criteria and prompts to assist them in deciding when to refer customers to a pharmacist. However, the majority of participants did not have a well-defined system in place to monitor how well support staff used protocols. Instead, they said that their support staff referred patients on an ad hoc and unstructured basis: "Anything they are not sure of…" P11; "Well I guess the rule is if they are not sure about anything they have always got to ask." P13; and "If they get stuck with anything they refer them to me." P6
With regard to the sale of S3 medicines, all participants reported some pharmacist involvement which is in accordance with the Queensland requirements specified in the Health (Drugs and Poisons) Regulation 1996.
However, the level of involvement varied considerably. For example, some pharmacies used forms with standard tick box questions to be completed by support staff; these were then given to the pharmacist to verify that the supply was therapeutically justified. In such instances pharmacists provided limited input regarding the appropriateness of the supply:
"Obviously they run it all past me but given that we are so busy I often don't have the time to go and individually see every S3 patient, so if I can see on their history that they have had it before which a lot of them do ……….. it is a matter of OK, I have spoken to them before about it."
P16
In general, the information gathering procedure and advice provided with regard to the supply of OTC medicines varied considerably between the pharmacies. The majority of participants did not regard the supply of OTC medicines as a pharmacist's direct role; they tended to mainly be involved when support staff identified that the supply required a pharmacist's intervention.
Dispensing
Considerable variation existed with regard to dispensing processes and the involvement of pharmacists in the provision of patient advice. Various of the participants made use of the PDL Guide to good dispensing [14] as a dispensing and training guide. This guide consists of the basic routine checks and procedures, built into eight steps to follow throughout dispensing. In contrast, the PSA Professional Practice Standard for dispensing [13] was neither known by the majority of participants nor used to develop dispensing processes and procedures. This endorsed standard comprises 13 criteria with indicators and additional notes; it is lengthy and does not identify which actions are absolutely essential to ensure patient safety as against those that are merely desirable. [18] Dispensing workflow procedures were identified by a number of participants as specifically important in ensuring maximum efficiency and in meeting checking requirements:
"We have a protocol as well. We start from the left of the bench ………
We have a working regime, left to right. It comes through, label on the script then check both scripts. *** will check them, then I will check them and put them in the box and then they get checked again either by myself, or ***. They basically get triple checked, but under no circumstances do the scripts sitting on that bench go out. That's our simple check." P7
The involvement of dispensary assistants in the dispensing process varied. However, the degree of direct pharmacist contact with patients varied considerably amongst the participants, and the majority of participants stated that pharmacists counselled patients mainly when it was a new medication.
The complexity of the prescribed medication and the availability of a pharmacist were also identified as important factors in the degree of pharmacist involvement in the provision of patient advice. Patients' prior knowledge and attitudes were used to determine the level of counselling to be provided, the member of staff who should provide the counselling, and the depth of information to be provided.
Participants reported frequent use of professional judgement in dispensing activities. Criteria used to supply Consumer Medicine Information (CMI) leaflets varied, for example one pharmacy had a protocol to ask all patients during the receipt of prescriptions whether they required written information, whereas the other pharmacies tended to only supply leaflets for newly prescribed medicines.
Staff and workforce
The majority of support staff either already had or were studying for a Certificate 2 or 3 in Community Pharmacy. In accordance with the Board
Guidelines and policy regarding dispensary assistants, [22] all the participants indicated they only allowed support staff with or in training for a Certificate 3 qualification to assist in the dispensary. reported on the importance of providing a proper teaching environment:
"Because we constantly have a pre-reg here I would say we are pretty much spot on. They keep you on your toes." P8 ".... we always like to research anyway because we are in a teaching environment so the very fact that we have a pre-registration pharmacist, even if we know the answer, we would like to point out where we would have found it if we didn't know it." P17
Record keeping
Overall, pharmacist intervention record keeping was uncommon, especially detailed recording. Most did not keep any record of issuing CMI leaflets or other counselling tools, while only three stated they made electronic or other notes such as reminders to ask patients or carers follow-up questions on an irregular basis:
"Whether it needs to be recorded? Where do you draw the line? Do you do it for all? That creates so much red tape. I think that comes down to personal discretion…" P7
None of the respondents kept records of 'near misses', i.e. errors identified before the medicine was supplied to the patient. Actual medication errors were recorded by participants only when they filed an incident report with their professional indemnity insurer (e.g. Guild Insurance), as those instances were considered of a more serious nature, and they feared potential litigation.
DISCUSSION
Donabedian's approach, namely that quality is associated with structure, process and outcome, combined with the Risk Management Standard as illustrated in Figure 1 , provided a useful framework to evaluate existing services. This study investigated structure and process and identified that these elements were closely linked, as per Donabedian's theory, with outcomes. In this research the outcome of interest was not a patient outcome, but pharmacists' response to perceived or potential risks through their integration and utilisation of standards and guidelines into daily pharmacy intervention record keeping has been identified previously. [27, 28] Changes to dispensing software programs, training and remuneration of pharmacists can facilitate pharmacists focusing on how to adequately document, monitor and review the patient care they provide. [27, 29] This study revealed variations in practice processes and procedures followed by community pharmacists with regard to core pharmacy services.
Additionally, poor integration of practice standards suggests a need to review these for usefulness and practicability.
Strengths and limitations of the study
This research provided valuable information about community pharmacy practice and the integration of practice standards. The community pharmacists interviewed were mostly self-selected, willing to participate and be questioned. It is reasonable to assume that they were perhaps more motivated and committed to practice developments than those pharmacists who declined to be interviewed. The number of interview participants and the selection process limited the applicability of the findings.
CONCLUSION
This study indicates that community pharmacy practice does not align well with prescribed practice standards. Practice processes and procedures need to be reviewed as well as prescribed practice standards to achieve better integration between these. Community pharmacy in Australia is at an exciting stage with more extended services being trialled through the fourth Community Pharmacy Agreement. [30] Workflow models and the delegation of tasks need to be re-evaluated considering these new roles and responsibilities to prevent a further divide between actual practices and required standards. The increased work demands on practice require of pharmacists to consider practice services carefully, prioritise and delegate functions to ensure that they are available to provide patient care services.
As community pharmacy practice moves towards the provision of expanded primary health care services, community pharmacists need to utilise a quality cycle that will enable them to continuously plan, implement, review and improve existing and new practices. [ b This pharmacy served the hospital and community
